Supplemental methods

Assessment of conformity to Mediterranean Dietary pattern (MD) using 7-day diet diaries
Food intake was assessed using pre-structured 7-day diet diaries 1, 2 . Portion sizes were estimated by participants who made use of household measures, manufacturers' information or a series of colour photographs provided in the 7-day diary booklet. Using specifically created DINER (Data Into Nutrients for Epidemiological Research) software, data from diaries were coded and entered by trained nutritionists using a standard validated procedure 2 . The weights of consumed foods with similar characteristics were grouped together to obtain food groups and these food groups were subsequently summed to represent the components of the MDS (see Tables I & III) . The weights of the food groups represent 'aggregated' food weights for mixed dishes i.e. they were not evaluated at the ingredient level, but at the level of consumption. So for example, the weight of the meat dishes included the weight of nonmeat food items such as vegetables or other ingredients. Therefore, the food weights for meats, fish and offal were likely to be overestimated and the weights for fruits and vegetables more likely to be underestimated 1, 2 .
The modified Mediterranean diet score (MDS) was developed for use in populations where intake of monounsaturated fatty acids (MUFA) from olive oil is minimal and vegetable oils such as sunflower oils, rich in n-6 polyunsaturates, are the main sources of fat.
Health and Lifestyle information
Participants were asked to complete a Health and Lifestyle Questionnaire which included questions on physical activity, smoking status, educational level, occupation, pre-existing medical conditions (including stroke, diabetes and Myocardial Infarction) and medication use. The physical activity questionnaire asked about work and leisure time physical activity in the last year. Participants were classified as either active, moderately active, moderately inactive or inactive 3 . For smoking status participants were classified as non-, current-or former-smokers. Missing smoking status information was reclassified as 'current smoking' (n=176) to attenuate under reporting bias. Educational status was based on the highest qualification attained and was categorized into 4 groups as follows: degree or equivalent, Alevel or equivalent, O-level or equivalent, and no qualifications. O-level indicates educational attainment to the equivalent of completion of schooling to the age of 15 y, and A-level indicates educational attainment to the equivalent of the completion of schooling to the age of 17 y. Townsend deprivation scores were divided into tertiles with cut off points of 7.0, −1.8, and −3.2 respectively with larger numbers indicating higher level of deprivation. Participants with missing data on aspirin use in the previous three months (n=3548) were recoded as nonusers.
Anthropometric and biological measurements
Uniform procedures using trained personnel at participants' GP surgeries or the study clinic were used for determining weight, height, blood pressure (BP) and serum cholesterol levels 3 . A free standing stadiometer was employed to determine height to the nearest mm. Weight was measured without shoes and with light clothing and recorded with 0.2 kg precision. Body Mass Index was calculated as weight in kg / (height in meters squared).
Two BP readings were taken after participants had been sitting for 3 minutes. An Accutorr Sphygmomanometer (Datascope, UK) was used and the participants' held their arm horizontally at the point of the mid sternum 3 . Serum cholesterol was measured from nonfasting venous blood sample.
Supplemental results
We observed a significant inverse relationship between consumption of vegetables and incident stroke risk in the whole cohort (HR 0.87; 95% CI 0.80, 0.96; P-trend = 0.01) and in men only (HR 0.87; 95% CI 0.76, 0.99; P-trend = 0.03). Moderate alcohol consumption was also associated with significantly reduced stroke risk in the whole cohort (HR 0.90; 95% CI 0.82, 0.99; P-trend = 0.03) which was driven by the associations for women (HR 0.83; 95% CI 0.72, 0.95; P-trend = 0.01). No other significant associations were observed. (Table III) between the two groups calculated using Cox Proportional Hazards Regression. Hazard ratios were adjusted for sex, age, body mass index, physical activity, smoking status, educational attainment, material deprivation, energy intake, alcohol intake, serum total cholesterol, baseline myocardial infarction or diabetes and family history stroke or myocardial infarction, systolic blood pressure, aspirin use and antihypertensive use. Alcohol intake was not included as a covariate in the alcohol model. 
